It was thought that such a profuse watery discharge might be due to vesicovaginal fistula but exhaustive examination of the genito-urinary system failed to detect such a lesion. Three months after the first admission to hospital laparotomy was done.
Fallopian tube encountered in the routine surgical service of the Western Infirmary are presented. In both the presenting symptom was a strikingly profuse watery vaginal discharge.
Reference to the literature (Robinson, 1936 ; Hu et al. 1950; McGoldrick et al. 1943) shows that this sign has been encountered frequently in the past though it has been little emphasised in this country. A short palliative course of radio-therapy was administered and the nodule in the scar incised. The patient's condition deteriorated during the next four months and she died in malignant cachexia with a large lower abdominal mass and complete lower bowel obstruction ; the whole duration of the illness was just over 2 years.
Case 2. An unmarried nulliparous woman aged 51 years was admitted to hospital complaining of a profuse watery discharge from the vagina.
The menstrual periods had always been irregular and had lasted for 7 to 9 days. About 4 years previously bleeding had been profuse and from this time the watery discharge had been intermittent but over the ten months prior to admission to hospital it had been continuous and profuse with occasional blood staining. There had also been colicky lower abdominal pain. At laparotomy very many dense adhesions bound the adjacent viscera to the right tube and ovary. The tube was seen to be expanded by tumour tissue and in attempting its removal rupture occurred with the escape of foul smelling necrotic semi-fluid material The left tube and ovary were successfully removed. This tube was expanded by abundant polypoidal white tissue and the ovary was also irregularly studded with firm white tumour.
Death occurred in the immediate post-operative period. Post-mortem examination was not performed.
PATHOLOGICAL FINDINGS
Tissue from the affected tube, and later, the nodule excised from the abdominal wall in Case 1, and the left tube and ovary from Case 2 were received by the Pathology Department.
In Case 1 the material presented as a frondose {capillary tumour within the tubal lumen and obviously infiltrating the wall. A similar appearance was present in Case 2 but here in addition infiltration of the broad ligament and surrounding tissues was extensive.
The histological appearances in both cases were similar. On low power examination the tendency for the carcinoma to retain the papillary architecture of the normal tubal lining was apparent (Figs. 1 & 2) . Invasion of the tube wall, however, was also seen and in higher power examination the cytological features, which include marked variation in cellular and nuclear size, loss of cellular polarity (Figs. 3 & 4) . and considerable mitotic activity were unequivocal evidence of malignancy.
COMMENT
These cases are considered to be examples of primary papillary alveolar carcinoma of the Fallopian tube. Although, in Case 2, the criteria laid down by Hu et al., (1950) for the certain diagnosis of primary tubal carcinoma are not all fulfilled, the histological appearances in conjunction with the clinical presentation are such as to leave little doubt.
It is generally agreed that primary tubal carcinoma carries an extremely poor prognosis (Fullarton, 1943) (Robinson, 1936 ; Hu et al., 1950 ; McGoldrick et al., 1943) 
